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T HE malignant tumors of the nasal fossa; have received 
very little attention from the surgeon, and, even by 
specialists the subject has not been studied with sufficient care. 
This neglect is probably due to the great rarity of the class of 
diseases now under consideration. A very few surgical writ¬ 
ers of ancient times recognized the existence of malignant dis¬ 
ease in the nasal passages, and they described many of the 
cases as cancer, which, according to our present histological 
classification, would be placed amongst the sarcomata, In¬ 
deed, carcinomatous disease appears to be extremely rare in 
this region of the body, and the sarcomata are only a little 
more common. 

The five cases now recorded are therefore of some interest, 
and may form a text for some general observations regarding 
the diagnosis and treatment of malignant disease of the nasal 
passages: 

The first case is that of a man suffering from an adenocar¬ 
cinoma, originating in the left inferior turbinated body, caus¬ 
ing complete obstruction to nasal respiration, but little or no 
pain, and only occasional slight haemorrhages; operation per¬ 
formed 13 months after the onset of the disease, but unsuc¬ 
cessful, on account of the extent of the growth; recurrence 
within a few weeks, and death three months thereafter. 

The second case is that of a man suffering from a myxocar- 
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cinoma of the right middle turbinated body, which caused 
complete occlusion of the right nostril; growth highly vascular, 
and bleeds freely on slight injury, but no pain to speak of at 
any time. Operation successfully performed IO months after 
onset of the disease. No recurrence within 7 months. 

The third case is that of a man who suffered from a round- 
celled sarcoma of the middle and superior turbinated bodies 
on the left side, associated with severe pain; repeated and 
sometimes very profuse haemorrhages, occasionally checked 
by treatment. Removal of growth impossible; great general 
prostration; haemorrhages, anaemia, displacement and protru¬ 
sion of eyeball; somnolence, death from coma, 16 months after 
onset of disease. 

The fourth case is one of round-celled sarcoma of the left 
middle turbinated body. Symptoms at first those of simple 
mucous polypus, followed by repeated severe haemorrhages 
with obstruction to nares, and ultimately, by sudden develop¬ 
ment of cerebral symptoms, ending, in a month, by death 
from coma, 16 months after apparent onset of the disease. 

Case five is that of a middle-aged woman, who suffered 
from round-celled sarcoma of the-nasal septum, during seven 
or eight weeks; sudden formation and rapid growth; complete 
obstruction to right nares; occasional pain; haemorrhage on 
injury; deformity of face; complete removal. Cure; no recur¬ 
rence 8 months after operation. 

From the above brief summary the general character of the 
cases about to be described will be seen, and the more promi¬ 
nent features of the disease are brought into notice. Before 
making any further remarks regarding the subject of malig¬ 
nant tumors of the nasal fossae, it will be well to enquire more 
in detail regarding the individual cases. 

The following is the history of the five cases which have 
been observed. 

Case I. Adeno-carcinoma of left inf erior turbinated body. Com¬ 
plete nasal obstruction. little pain and slight hamorrhage. Opera¬ 
tion unsuccessful. Recurrence. Death in three months thereafter .— 
J. M., set. 47, chrome worker, was admitted into the Glasgow Infirmary 
November 16, 1889, complaining of inability to breathe through the 



MALIGNANT TUMORS OF THE NASAL FOSSsE. 


3 


left nostril; and also of a swelling on the left side of the nose exter¬ 
nally. About 20 years ago the septum of his nose became perforated; 
this he attributes to the action of the irritating chemical substances 
amongst which he works, and he says that many of his fellow work¬ 
men are similarly affected. On examination, a large rounded perfora¬ 
tion is seen in the nasal septum, large enough to allow a shilling to 
pass from one nostril to the other. The margins of the perforation 
are smcoth, completely cicatrized, pale in color and free from ulcera¬ 
tion. The anterior margin of the perforation is situated about half an 
inch from the tip of the nose. In the month of May (1889) the pa¬ 
tient began to notice an obstruction in his left nostril, preventing him 
from breathing through it, and giving the sensation of the presence of 
a foreign body. There was never pain in the nose or elsewhere, but 
several times small quantities of blood escaped from the left nostril, 
and although not much blood appeared at once, there was a continu¬ 
ous clear or blood-stained watery discharge. On examination the 
swelling is seen to be confined to the left side of the nose, and this 
growth, the patient states, commenced soon after he felt the nostril 
was obstructed, and since then it has gradually increased. He be¬ 
lieves that the swelling has not become any greater during the last 
month. At the present time respiration through the right nostril is 
free, and nothing abnormal can be seen. The patient has never com¬ 
plained of any pain in the nose, but nearly every night suffers from 
frontal headache. 

The tumor occupies the anterior half of the left nostril, and almost 
touches the septum. It is firmly attached to the inferior turbinated 
body by a broad base and has grown so as to cause considerable 
swelling of the face, and some displacement of the nasal bones. The 
tumor is of a pale, pink color, is irregularly nodulated on its mucous 
surface, aud presents somewhat the appearance of coarse cedematous 
granulation tissue. When its surface is injured it bleeds freely. A 
small portion removed for microscopic examination presented the fol¬ 
lowing structure. 

Several sections of the tumor were examined, and they all presented 
very much the same structure. The great bulk of the growth was 
made up of tubes and cavities lined by cylindrical epithelium. In 
some parts the glandular structure was well preserved, and there was a 
distinct basement membrane. In other parts large spaces were seen, 
which were found to be packed full of irregularly shaped epithelial 
cells, but even in these spaces the cells next the stroma preserved to a 
considerable degree the cylindrical form. 
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The whole of the tumor was traversed by a well formed, but not 
very abundant fibrous stroma; so small in amount was the fibrous tis¬ 
sue, that, in some parts, it was with difficulty detected in unstained 
sections. From the microscopic characters of the tumor it was evi¬ 
dent that we had to deal with an adeno-carcinoma, or what is called 
by some writers a cylinder-celled epithelioma, or malignant adenoma. 

After examining the sections I assured the patient that little could 
be done for his relief, and that surgical interference would probably 
do harm rather than good, unless we could succeed in extirpating the 
entire tumor. I also told him that such an operation would be a for¬ 
midable one He determined to return home to consider the matter. 
In the month of January, 1S90, the patient was seen twice, and on his 
second visit (on the 21st) the tumor was observed to be increased in 
size, and he was recommended to come into the Hospital immediately, 
but he did not make his appearance again till March 31. Then he was 
very anxious to have an operation performed at once,‘but I was very 
reluctant to interfere with a malignant tumor the size and extent of 
which it was now not possible to determine. 

At the operation, the extent to which the tumor spread showed that 
there was little hope of excising it entirely. Even although I removed 
the tumor very freely (as will be shown when the operations for malig¬ 
nant disease are. described), first with the knife and afterward with 
Volkmann’s spoons, and the thermocautere, still recurrence took place 
within a few weeks, and the patient died in less than three 
months thereafter, that is to say, about 16 months after the tumor was 
first observed by the patient himself, but probably the onset of the 
disease occurred at a more remote date. 

Case. II. Myxo-carcinoma of right middle turbinated body often 

months duration , complete removal with recovery. aVo recurrence. _ 

The patient, J. K., tet. 6i, a laborer, was admitted into the Glasgow 
Royal Infirmary, July n, 1890, complaining of inability to breathe 
through the right nostril, which he observed for the first time ten 
months previously, but at that time the obstruction was attributed to a 
cold in the head ” There was little or no pain. On admission the 
right nostril is found to be almost completely occluded by a tumor 
originating from the middle turbinated body. But while the growth is 
observed to be in close contact with the septum, that structure is 
found not to be involved, as a probe can be easily passed between it 
and the inner surface of the tumor. The neoplasm is very irregular 
and nodulated, is highly vascular, and, on the slightest injury, bleeds 
freely. A small portion of the tumor was removed for diagnostic pur- 
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poses, by spoon-shaped forceps, which, when cutting through the 
growth, showed it to be of a hard brittle consistence; somewhat resem¬ 
bling frosted turnips. 

On microscopic examination the tumor was found to be a myxo-car- 
cinoma, and the sections presented the following structure. The great 
bulk of the tumor displayed the ordinary characteristics of a myxoma, 
but through small areas the changes about to be described were ob¬ 
served. The surface of the tumor was seen to be covered by squa¬ 
mous stratified epithelium, which, for the most part, was practically 
normal in appearance, but at several points on the surface of the sec¬ 
tion the epithelium was noticed to dip down into the deeper tissues, 
and was no longer limited by a basement membrane, but extended 
into, and was intimately mixed with, the other cells of the tumor. In 
some parts of the sections distinct nests, or laminated capsules, were 
discovered, while, in other portions, the epithelium lining the mucous 
ducts was found to have proliferated freely. 

The character of the tumor being undoubtedly malignant, while it 
was still small in size, I advised the patient to have the growth re¬ 
moved as soon as possible, and, as I had to leave Glasgow for a few 
days, I asked my assistant, Dr. D. McKellar Dewar to operate by the 
same method as I had employed in removing the tumor from J. M. 
(Case I). 

After extirpation, the growth was found to weigh one ounce. The 
patient made a good recovery, and, when seen last in December, 1890, 
there was no tendency to recurrence, and the wound had healed so 
well that the cicatrix was hardly seen unless on very close inspection. 

Case III. Small round-celled sarcoma of left middle and superior 
turbinated bodies , repeated ana profuse hemorrhage, checked occasion¬ 
ally by treatment. Severe pain , displacement and protrusion of eyeball', 
somnolence , death by coma , 16 months after onset of the disease. —Mr. 
M., set. 64, consulted me on the advice of Dr. Archd. Brown of Mount 
Florida, in May, 1887. The history given to me at the time by the 
patient was as follows: About three months ago he began to experi¬ 
ence a difficulty in breathing through the left nostril, and at the same 
time the amount of discharge was noticed to be excessive, and occa¬ 
sionally tinged with blood. Since then, on several occasions, epistaxis 
has been severe and prolonged. The patient does not complain much 
of pain, but suffers considerably from interference with nasal respira¬ 
tion, and, when the haemorrhage is severe, he feels very weak. The 
discharge also troubles him on account of its quantity and foetid odor* 
Examination of the nostrils andjDOsteriomares revealed the presence of a 
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small soft vascular tumor, growing from the posterior part of the superior 
turbinated body, together with considerable thickening of the mucous 
membrane of both nostrils. As the diagnosis in respect to the nature 
of the tumor was not clear at the time, palliative treatment was em¬ 
ployed for the purpose of restraining the haemorrhage, and if possible 
reducing the bulk of the mucous membrane, so that a more complete 
view might be got of the tumor. 

During the early summer months (1887) the symptoms ameliorated, 
and the patient’s general health improved somewhat, but, towards the 
end of August, whilst residing at Rothesay, a very severe attack of 
epistaxis occurred. So profuse was the haemorrhage that the anterior 
and posterior nares required to be plugged, and for some days he was 
too weak to be removed to Glasgow. Early in September he called 
to see me; on examination I found that, while the condition of the 
mucous membrane had improved in appearance, the tumor had in¬ 
creased in bulk, and was even more vascular than formerly. The gen¬ 
eral condition of the patient was not such as to justify me in recom¬ 
mending a radical operation, even although such a procedure had 
been considered requisite, but, when it was also known that, from the 
situation of the tumor, complete removal was impracticable, the ques¬ 
tion of serious surgical interference was at once set aside. The only 
operation resorted to was to remove as much as possible of the tumor 
with the electric ecraseur, for the purpose of temporarily restraining 
the haemorrhage. In this the operation was successful for the time 
being, but haemorrhage recurred within a few weeks. The portion 
of the tumor removed was the size of a large walnut, and presented 
the following appearance: To the naked eye it was of a pale pink 
color, very soft and pulpy, its surface was irregular and frayed, not un¬ 
like the appearance presented by the chorion previous to the forma¬ 
tion of a placenta. When hardened fora few days in spirits the growth 
shrank to about a fourth of its original size, and on microscopic examina¬ 
tion exhibited the structure of a small round-celled sarcoma. 

The subsequent history of the case was a very sad one. The 
haemorrhages became more frequent and profuse, and latterly almost 
continuous; the patient’s appetite gradually failed, and, suffering much 
from dyspepsia, steadily his strength diminished. 

The following observations are taken from a letter I received from 
Dr. Archd. Brown. “After the last operation the haemorrhages con¬ 
tinued to occur at intervals; but in the course of time the patient began 
to suffer from other symptoms, due no doubt to the rapid growth of 
the tumor, severe neuralgic pains troubled him day and night, yield- 
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ing, only temporarily to powerful sedatives. Obstruction to the 
lachrymal duct occurred, resulting in abscess. Latterly indications of 
displacement and protrusion of the eyeball were observed. This con¬ 
dition gradually increased until the patient’s expression was totally 
altered. The general weakness was now very marked, induced partly 
by bleeding and by pain and sleeplessness. A few days before death 
the patient became somnolent, but not to any very pronounced degree, 
except as contrasted with his previous state. The somnolence, how¬ 
ever suddenly passed into coma, which, after 24 hours, ended in death 
on May 20, 1888,” about 16 months after the onset of the 

symptoms. 

Case IV. Round celled sarcoma of left middle turbinated body. 
Slow growth of tumor followed by rapid repeated copious hemor¬ 
rhages; ultimate involvement of the base of the skull and brain, end¬ 
ing in death from coma. —The patient, T. W., set. 46, was sent to me 
by Dr. William Snodgrass, of Partick, who furnished me with a very 
complete history of the case. From his report it appears that the pa¬ 
tient “noticed in September, 18S9, that occasionally fleshy looking 
masses came from the left nares on blowing his nose, unaccompanied 
by haemorrhage to any extent, and not causing much pain. Soon af¬ 
ter these masses began to come away regularly about once a week. 
The patient then consulted Dr. Miller, of Largs, who removed similar 
fleshy masses, and advised washing the nares with seawater. Iu Feb¬ 
ruary, 1890, had considerable anxiety from business, and other mat¬ 
ters. The fleshy masses still continued to come away, and he con¬ 
tinued washing the nares as directed by Dr. Miller. Toward the 
month of November, 1890, he began to experience a ‘choky’ sensa¬ 
tion when eating, and had frequent slight attacks of epistaxis. He 
also suffered from headaches of a neuralgic kind, which occasionally 

lasted three or four days, and were sometimes relieved after an epis¬ 
taxis, but not always. Mr. W. consulted me (Dr. Snodgrass) on Tues¬ 
day, December 2, i8go, regarding the above symptoms. The lower 
turbinated bone on the left side seemed to be enlarged and hyper 
semic. I therefore advised the patient to consult Dr. Newman, whom 
he saw for the first time on Thursday, December 4. He resumed 
work on the railway next day, and when he was engaged writing, about 
9:40 p.m., he noticed that he had made a mistake in addressing a let¬ 
ter. He tore up the paper and wrote the name correctly on a fresh 
envelope, but this time he made a mistake in the first line of the ad¬ 
dress. He then tore up the second envelope, and on a third one he 
wrote the name and first line of address correctly, but made a mistake 
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in second line of the address. He then stopped work, and walked 
home about two miles, and he found, on entering the house, that he 
could not speak to his wife. I (Dr. Snodgrass) saw him about n p.m. 
He was then able to describe the occurrence in a perfectly connected 
manner. The pupils reacted normally to light. He had no pain in 
the head, but spoke of flashes of light in the left eye. He remained 
in bed till Monday, December 8. On that day he went for a short 
time to work, but on returning to the house he spoke of a feeling of 
cold in the right arm, leg, and on the same side of the body, although 
no difference in temperature between the two sides was appreciable by 
others. On December 25, he rose and felt fairly well, but toward 
evening his friends noticed that he began to talk incoherently, and I 
was called to see him. When I arrived I found that he was able to 
answer questions quite correctly, and seemed generally in a perfect 
state of consciousness. The pulse was low and regular, about 50 per 
minute; the pupils small, but re-acting normally and equally to light. 
The eyelids were slightly oedematous, as were also the cheeks, but 
there was no other trace of oedema about the body; he experienced no 
pain. He was somewhat pale, with brownish earthy tinge on face and 
neck; the breath had an odoi of stale vinegar; there was no excessive 
thirst nor hunger, but he was weaker than he ustd to be, although still 
fairly strong. Urine when examined showed no albumin, but oxalates 
of lira e and a considerable amount of sugar were present. A slight 
degree of mental wandering was noticeable for several days. Previous 
to December 29, and on that day, the patient had an attack of epis- 
taxis, in which about two teacupfuls of blood were said to have been 
lost. This was checked by the application of iced cloths to the fore¬ 
head and the nose. It returned again, however, on Tuesday, 30, and 
was again checked by application of ice. It was noticed that he now 
became somewhat more intelligent. Pulse soft, slightly irregular, 
tremors of right hand were noticed; but no other sensory or motor dis¬ 
turbance, and he answered questions clearly. The epistaxis returned 
again on Wednesday, 31. On Thursday, January 1, 1891, the haimor- 
rhage was checked by use of injection, into nostril, of equal parts of 
tmct fem perchlor. and water. On Friday, 2, epistaxis in considera- 
ble amount, and marked fcetor from nasal discharge. Pulse soft and 
irregular, 120 per minute; nares plugged with cottonwool impregnated 
with iodoform; incontinence of urine, and slight ptosis of right eye He 
can open the eyelid about half way, but he cannot tell his right leg 
from his left; slight hemorrhage on Saturday, January 3, and Sunday, 
January 4; incontinence of urine and feces; considerable tremor in the 
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right arm; increased ptosis; no complaint of pain. He swallows li¬ 
quids well, but he has had difficulty in swallowing solids, pulse irregu¬ 
lar in force, and frequently, 115 to 125; temperature, ioi°. On Mon¬ 
day, 5, only a trace of haemorrhage from the nostril. The left nostril 
was now blocked by the growth; the patient answered most questions 
intelligently, and he could move his arms and legs, but the movement 
of right eyelid was still deficient; pupils small, but reacting to light; 
paresis of both hands; carphologia. He talks incoherently, but lies 
perfectly at rest in bed; incontinence of urine and faeces still present. 
The faeces were very liquid, and of a dark brownish color; temperature 
in the evening, 100 4 0 ; pulse very irregular in force and frequency. 
Tuesday morning, temperature, 100 2 0 , pulse, 120; any attempt to 
open the right eve was resisted, but he moved both hands and feet; 
marked paresis, with tremor of hands, and signs of nausea when given 
food. This passed off during the day. Evening temperature, 101 2 0 . 
Wednesday, January 7, morning pulse, 140; temperature, ioo°; respir¬ 
ation, 35; tremors more marked; now his attention cannot be aroused. 
Evening pulse too irregular and weak to be counted; temperature, 
102.2 0 ; respiration, 40. 

“Patient died at 2:15 a m. on Thursday, January 8, in a state of 
coma.” 

When I (Dr. Newman) saw the patient for the first time on Decem¬ 
ber 4, 1890, little could be made out on account of the presence of 
blood clot, which, with the swelling, completely blocked the left nos¬ 
tril. After washing the nostril as well as possible, a bleeding \ oint 
was seen at the lower extremity of a diffuse swelling, which filled al¬ 
most the entire nares. The surface was smooth and entirely covered, 
as far as could be seen, by healthy or slightly hyperaemic mucous mem¬ 
brane, and it looked altogether like a great hypertrophy of the middle 
turbinated body. I touched the bleeding point with the electric cau¬ 
tery, and sent the patient home. I did not then suspect the existence 
of malignant disease, but at the next visit (December n), from what 
the patient told me, and from the appearance of the growth, which 
had now fungated, it was very evident that the disease was sarcoma. 

This case illustrates well the difficulty in diagnosis of sarcoma, and 
shows how closely it may resemble, even at a late stage of the disease, 
simple hypertrophy of the turbinated bodies. 

Case V. Round celled sarcoma of septum; duration seven or eight 
weeks ; sudden formation and rapid growth ; complete removal with 
cure .—The patieut, a woman, set. 29, was admitted into the Glasgow 
Royal Infirmary, March 19, 1890, complaining of obstruction in the 
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right nostril, accompanied by constant dull aching pain, and slight na¬ 
sal discharge. The patient stated that she could breathe quite Ireely 
through the right nostril, until seven weeks previous to admission, 
when she suffered from what she believed to be “a cold in the head,” 
but she nuticed at the same time that the obstruction was daily be¬ 
coming greater. On examining her nose, she observed a whitish- 
looking mass which blocked the nostril, and this growth she said in¬ 
creased in size very quickly, so that on admission, three weeks after, 
the tumor was first noticed, the right nostril was not only blocked, but 
the swelling had caused considerable bulging of the external parts. 
For the last three weeks there was considerable pain occasioned by 
the pressure of the growth. It was not, however, continuous, but 
rather intermittent in character. She also suffered from a continuous 
aching pain in the forehead, which she distinguished distinctly from 
the pain just referred to. On examination a pale, smooth, firm tumor 
is observed on the right side of the septum, to which it is attached by 
a broad base. The growth is inform and size that of a half of a large 
walnut. The rounded portion presses firmly against the turbinated 
bodies, and externally there is a good deal of bulging. The examina¬ 
tion caused a small quantity of blood to escape, but the patient says 
that on no other occasion has she noticed the discharge tinged with 
blood. I was very doubtful respecting the nature of the tumor, and 
therefore removed a small portion of it for microscopic examination, 
which showed it to be a round and spindle-celled sarcoma. I, there¬ 
fore, by reflecting the right side of the nose, exposed the tumor freely, 
and removed it completely, the base of the growth being subsequently 
cauterized. Now (February, 1891), the patient is perfectly well, and 
no evidence of an operation having been performed is seen even on 
critical examination. 

The five cases above recorded illustrate very well some of 
the varieties of malignant disease of the nasal fossae, and 
show, when an operation is resorted to early in the course of 
the disease, a cure may be effected. Whereas, when the dis¬ 
ease is advanced, or of a very malignant type, surgical inter¬ 
ference is of little or no avail. A point worthy of note is that 
malignant and benign neoplasms may often co-exist in the 
same individual. Voltolini, Hopmann, Schaeffer, Terrier and 
Ricard have recorded instances where the two varieties of tumor 
have been associated. My fourth case is, no doubt, an exam- 
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pie of this. It is necessary to bear in mind that it is not al¬ 
ways right to conclude that because a benign growth has been 
removed from the nostrils, and proved to be such by a micro¬ 
scopic examination, that, therefore, other growths occuring in 
the same individual are also benign. In the earlier surgical 
writings of this century very little attention was paid to pri¬ 
mary malignant disease of the nasal fossae, and no clear dis¬ 
tinction was drawn between the two great divisions of malig¬ 
nant neoplasm, the carcinomata and the sarcomata. The 
writers, at that time, clearly distinguished, however, a form ol 
disease in which they considered it inadvisable to operate, on 
account of the danger of doing harm rather than good to the 
patient. The earliest recorded case, if we exclude the vague 
and unsatisfactory records of antiquity, is one published by 
Jonne Babtista Palletta in his “Exercitationes Pathologies, 
Mediolani,” 1820, and another by M. Gerdy in the “Traite des 
Polypes,” published by him in Paris in 1833. In the absence 
of a microscopic examination of the tumor, it is very difficult 
to ascertain their precise nature, as the descriptions given are 
equally applicable to different forms of malignant disease. In 
examining the literature of the subject, the bibliography of 
which is appended to this paper, these and other cases of a 
doubtful nature will be omitted. The term “cancer” has been 
so frequently been used as equivalent to “malignant” that only 
by careful inquiry into each case is it possible to form a relia¬ 
ble opinion, many of the published cases of malignant dis¬ 
ease not being histologically carcinomatous although called 
so. Within very recent times, however, a sufficient number 
of cases of primary malignant disease of the nasal fosste have 
been recorded to afford us ample material for making an accu¬ 
rate classification, and of drawing general conclusions respect¬ 
ing the symptomatology, diagnosis, prognosis and treatment 
of the diseases at present under consideration. The most 
common variety of malignant disease are the round, or the 
spindle-celled sarcomata, but while these are the most com¬ 
mon, sarcomata may occur in great variety, and present con¬ 
siderable diversity in their life history and naked eye appear¬ 
ance. Some, namely, the small round-celled sarcoma, are of 
very rapid growth, and are composed of soft, highly vascular 
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tissue, which on microscopic examination, is fotfnd to be com¬ 
posed almost entirely of round-celled embryonic connective 
tissue. Between this type of growth and the hard, firm fibro¬ 
sarcoma there are many gradations, just as is found in tumors 
occurring in other parts of the body. Therefore, it is not al¬ 
ways easy to draw a clear line of distinction between them ; 
indeed, in many instances different portions of the same 
growth present a remarkable diversity in their histological 
structure, the older portions, as a rule, being more fibrous or 
more highly developed than the newer parts ; and, when re¬ 
currence occurs, after extirpation of the primary tumor, the 
secondary formations are generally of more rapid growth and 
lower in type of development than the portions first removed. 
From an inquiry into the literature of the subject, it has been 
found that the most common malignant disease of the nasal 
fossae are the round, and the round and spindle-celled sarcomata. 
We do not here refer to growths originating in the naso-phar- 
ynx, or commencing in the bones of the face, and extending 
thereafter into the cavities of the nose. It is only where the 
tumors originate in the nasal fossae. Of these cases a few ex¬ 
amples of melanotic and pigmented sarcomata have been re¬ 
corded by Heymann, Lincoln and Viennois, while single cases 
of myelo-sarcoma, glio-sarcoma and alveolar sarcoma have been 
seen by Mason, Weber, and Fowler, respectively. On look¬ 
ing over the collected cases, it is observed that while these tu¬ 
mors may arise from any part of the nasal fossa 1 , there are cer¬ 
tain sites selected more frequently than others. The septum 
and upper turbinated bodies are particularly liable to attack. 
In the former situation the neoplasm by perforating the carti¬ 
lage, or by involving it in the tumor mass, may extend into 
both nostrils. When the growth develops rapidly and is round- 
celled in structure, it may be mistaken for an abscess, or a 
soft syphilitic growth, and when hard and composed of spin¬ 
dle-celled tissue, it may resemble an enchondroma. 

It is stated by Dr. A. F. Plicque, “A polypus inserted on the 
septum must, in fact, always be regarded as of malignant na¬ 
ture.” 1 Surely this is not so. I have removed fibromata and 

l Annales des Mai du Larynx. March, 1890. 
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myxomatous tumors, which were clearly attached to the sep¬ 
tum, and where, during the course of the case, no suspicion 
was raised of malignancy, either by the clinical history, by the 
microscopic appearance, or by the subsequent course of 
events. 

The round-celled sarcomata are not necessarily of rapid 
growth. In many instances, as in the cases above recorded, 
the size of the tumor may increase slowly at first, but in the 
end, either as a consequence of injury or operative interfer¬ 
ence, they may soon fill up both nasal fossae, and extend to 
the cavity of the skull by invading the ethmoid and sphenoid 
bones. In a case recorded by Dunlay a tumor existed on 
both sides of the septum, the cartilage being perforated by 
the growth. It was soft and fluctuant, of a reddish white 
color, and fluctuation could be detected by placing a finger in 
each nostril. The tumor was mistaken for an abscess, and in¬ 
cised, but no pus escaped, and shortly after, the neoplasm in¬ 
vaded the whole cavity of the nose, and the patient died. This, 
and a few similar cases, illustrates very well the great difficul¬ 
ties attending the diagnosis of soft round-celled sarcomata, not 
only in the nasal cavity, but in all parts of the body. 

The indications of malignancy, namely, rapid growth of the 
tumor, pain, frequent and copious hmmorrhage, and the ap¬ 
pearance of the parts, together with the general constitutional 
symptoms and aspect of the patient, are not always present. 
Many eminent surgeons have been led astray by these charac¬ 
teristics being entirely absent. This is most notably observed 
when benign growths occur side by side with malignant new 
formations. As a rule, but there are exceptions, malignant 
growths are sessile, whereas the majority of benign tumors of 
the nasal fossae are pedunculated. 

When the former class of neoplasms have become diffused, 
that is to say when they have passed beyond the range of 
operative interference, the diagnosis is generally easy, and the 
features of the case only too clearly indicate the probable 
course of events. In such cases the question: Should a radi¬ 
cal and sometimes formidable operation be resorted to, or 
should we be satisfied by adopting palliative measures? is sel¬ 
dom raised, unless the patient, as in my first case, demands an 
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operation to be performed, even against the advice of the sur¬ 
geon. 

Passing from the sarcomatous tumors, a few remarks may¬ 
be made regarding the carcinomata. 

Primary carcinomata of the nasal fossae are seldom met with 
in practice, and very few examples have been recorded. Many 
of the tumors, designated “cancerous,” probably on account 
of the symptoms associated with them, have, on more careful 
inquiry, proved to be fibromata of the naso-pharynx. In the 
early stage of malignant disease of the nasal fossae, it is, in 
many instances, not only impossible to say whether the tumor 
is a carcinoma or a sarcoma, but it is difficult to pronounce the 
affection to be malignant or benign. In the first instance the 
malignant growth may present the same aspect externally, the 
same coloration, consistence, pedunculated form, and give rise 
to the same kind of discharge, as an ordinary mucous polypus. 
The malignant growths have, as a rule, a greater tendency to 
undergo degenerative changes than the benign new formations, 
and, not uncommonly, even before the local condition raises 
any suspicion as to the nature of the disease, alteration in the 
general health may lead one to fear the presence of something 
more than a simple polypus. 

By far the most common variety of carcinoma met with in 
the nasal fossae is the epithelioma. Stated roughly it may be 
said that two-thirds of these tumors are epitheliomata, while 
the majority of the remaining third are adeno-carcinomata. 

In any case where the appearance of the tumor raises a 
suspicion as to its nature, a careful microscopic examination 
should be made of all parts of the growth, not of 07ie portion 
only. 

To distinguish between carcinomata and sarcomata, during 
the early stage of the disease, is not always easy without the 
removal of the tumor, or a portion of it. As a rule the sarco¬ 
mata, unless the spindle-celled, give rise to more profuse, and 
more often repeated haemorrhages than the carcinomata. In¬ 
deed, in cases of the first mentioned disease, the slightest 
manipulation may occasion severe bleeding, which is frequently 
difficult to stop. Again, I think I may say that during the 
early course of the disease, pain is not complained of to the 
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same extent in cases of cancer as in those of sarcoma. 

When once the disease has made much progress, there is 
unfortunately little doubt as to its nature. Symptoms, such 
as severe pain, repeated and profuse haemorrhage, and suppu¬ 
ration may be doubtless the result of such tumors, as the 
osteomata, fibromata or soft papillomata, but these growths 
do not increase rapidly in bulk, nor do they ulcerate or give 
rise to cachexia and involvement of the lymphatic glands, as 
observed so frequently in malignant disease. 

When the nature of the tumor has been ascertained the next 
question which presents itself is. What is the site of origin of 
the tumor, and what is its relationship to other parts? It is 
desirable that these inquiries be answered, if possible, before 
the surgeon determines what course of treatment should be 
adopted. 

In a few instances, and these only when the patient was un¬ 
der observation during the early course of the disease, the 
point from which the growth originally sprang has been ascer¬ 
tained; in the great majority of cases recorded, the patient has 
sought the aid of the surgeon at a time when the tumor had 
so greatly increased in bulk that the most skillful anterior and 
posterior rhinoscopic examination failed to reveal the original 
location or nature of the attachment of the neoplasm. 

In such cases it is only after an operation has been performed 
for the removal of the disease that the relationship of parts is 
made out. This was so in my first case; in the others the 
point of origin of the disease was easily ascertained. 

When tumors occupy the nares the relationship which they 
bear to other important structures must be kept in view. For 
example in my third and fourth cases, the upper parts of the 
nostrils were involved, in the former the middle and superior 
turbinated bodies, in the latter the middle turbinated only, as 
far as could be made out. In both of these instances it was 
abundantly evident from the history of the case that the 
growth penetrated the skull and gave rise to the serious cere¬ 
bral complications, from which the patients died. When the 
disease involves the upper part of the nares, anything in the 
way of a radical operation is impossible, and even attempts at 
partial removal of the disease are contra-indicated, as evil 
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rather than good is likely to result from such interference, not 
only by causing a more rapid extension of the tumor, but also 
by inducing meningitis. When any operation is contemplated 
upon growths in the situation indicated, it is advisable to pay 
special attention to cerebral symptoms. The importance of 
attending to this is well illustrated in my fourth case, where 
shortly after I first saw the patient, he developed such a train 
of symptoms pointing to cerebral involvement, viz.: temporary 
aphasia, inability to write correctly, flashes of light in the left 
eye, and paresis of right arm and leg, that I not even for a 
moment contemplated a radical operation. 

In the third case it was also evident that any attempt at 
complete removal of the tumor must only end in failure the 
question therefore of serious surgical interference was set 
aside, and the only operation resorted to was removal of very 
vascular portions of the growth by the electric ecraseur for the 
purpose of temporarily restraining the haemorrhage. 

In regard to treatment, the cases of malignant disease of the 
nares may be divided into two classes, (ist), those in which 
some hope may be entertained of completely removing the 
diseased parts as in cases I, 2 and 3, and (2d), those in which 
operative interference can only do harm. 

Even when the disease appears to be limited in extent a 
preliminary operation for the purpose of gaining free access to 
the nostrils is necessary. It is not advisable to trust to the 
simpler but less effectual methods of removal by the snare 
electric-cautery, loop, or forceps. If anything is to be done 
it must involve complete removal. Excision of small portions 
of a tumor may be justifiable for diagnostic purposes, but, 
when the disease is known to be malignant, other circum¬ 
stances being favorable, the sooner a radical operation is per¬ 
formed the better. Elsewhere I have drawn attention to the 
danger of inducing rapid dissemination of cancer by partial 
removal of the tumor. 1 

It is not necessary for me to describe, or to discuss the 
respective merits of the numerous methods which have been 
proposed by different surgeons, as they include all possible 


1 Clinical Society of London Trans., voL xxii, p. 104. 
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methods of turning aside the external parts for the purpose 
of gaining access to the interior of the nares. Indeed in 
dealing with malignant disease in this region the operator must 
be guided not so much by what he knows of the case previous 
to operating as by what he sees during the operation. The 
performance of a certain operation, as described by another 
surgeon, may be on the one hand unnecessarily severe, and on 
the other inadequate, according to the requirements of the 
individual case. 

In cases one and two the same operation was performed. A 
free incision was made along the naso-genial furrow; the sub¬ 
septum, the cartilaginous septum were divided, and the soft 
parts reflected upwards. The posterior nares were plugged, 
so as to prevent the passage of blood into the larynx, and in 
both instances the growths were freely removed by scissors, 
Volkmann’s spoons, chisel and cautery, with the endeavor of 
carrying the section beyond the diseased and into the healthy 
parts. In case one, the haemorrhage was very severe, and even 
after removal of the turbinated bones and a large part of the 
left superior maxilla, it was found impossible to get all the dis¬ 
ease removed. The cavity, which was of very considerable 
size, was carefully packed with long strips of iodoform gauze 
and the ends allowed to protrude from the anterior nares. 
The haemorrhage was thus easily checked, and the external 
parts were brought into their normal position. In the second 
case, the tumor was limited to the mucous membrane of the 
middle turbinated body, but notwithstanding this limitation, 
the growth was removed en bloc along with a considerable 
mass of surrounding healthy tissue, while the base of attach¬ 
ment was cauterized, and the result as has been seen is most 
satisfactory. No recurrence has taken place within seven 
months of the operation. Usually, if the tumor is incompletely 
removed, it reappears within a few weeks at the latest. 

The last case recorded (No. 5) required a less formidable 
operation, on account of the growth being small in size, and 
situated at the anterior part of the septum. In this instance 
only the right side of the nose was reflected by making an 
incision in the right naso-genial furrow, and across the upper 
lip, a little to the left of the septum. The space given by this 
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incision was quite sufficient for complete and easy removal of 
the tumor, first by scissors and Volkmann’s spoon, and after¬ 
ward by the free application of the cautery 

One or two observations may now be made regarding the 
special dangers attending operations upon the nasal fossae. 
One of the most serious dangers is haemorrhage, especially 
when the tumor is of large size. The passage ot blood from 
the nares into the larynx and trachea has also led, in a few in¬ 
stances, to bronchial and pulmonary complications, while in¬ 
fective diseases such as septicaemia, erysipelas, and acute men¬ 
ingitis have been responsible for a few deaths. 

In endeavoring to check haemorrhage the surgeon is com¬ 
pelled to employ either tampons, or to plug the nares with 
antiseptic dressings. But on account of the offensive dis¬ 
charge, and the septic conditions previous to the operation it 
is not possible to keep the exudations sweet for any length of 
time. 

A method I employed in operating upon a large soft ulcerat¬ 
ing fibroma answered very well. A week previous to the 
removal of the tumor in the nose, I performed tracheotomy. 
After the patient was anaesthetized a large sponge was placed 
in the posterior nares and pharynx so that, while chloroform 
was administered by the tracheal tube, no blood passed into 
the mouth or trachea. Ollier's operation was then performed, 
and the tumor completely removed, after which very profuse 
haemorrhage occurred, but was soon checked by douching the 
nares with carbolic solution at 180° F. (1-40 of water). When 
the operation was completed, the sponge was removed from 
the posterior nares, and a clean one inserted, so as to com¬ 
pletely shut off the nares from the mouth. The tracheal tube 
was retained for a week, the patient was fed by means of an 
oesophageal tube, and the nares were douched freely three times 
a day, with an antiseptic solution. By this means, even al¬ 
though the discharge was most offensive previous to operating, 
the wound was kept quite sweet. 

The statistics of nasal operations for malignant disease are 
far from satisfactory, for in the large majority of instances the 
operators have published the cases at too early a date, and 
have failed also at a later stage to give the ultimate result. 
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Of course where the operation has failed to remove the dis¬ 
ease entirely, the course of the case can be easily surmised, 
but in those examples where the surgeon has assured him¬ 
self that he has excised the whole tumor, surely it is his 
duty to let the ultimate as well as the immediate result be 
known. 


BIBLIOGRAPHY. 

Carcinomata of the Nasal Foss*. 

1. A- Hinde, Medical Record, Aug- II, 188S. 

2. Kirmisson Soc. de chirurgie, July 4, 18S8. 

3. H. T. Butlin, St. Barth. Hospital Rep., vol. xxi, p. 151. 

4-5. S. Watson, Diseases of the Nose, 1875, P- 

6. Delstanche and Marigue, La Presse Mid. Beige, 1884. 

7. Hcpmaon, Virchow's Archiv., Bd. 93, 1883, p. 234. 

S. Heurtaux, Gaz. Mid. de Nantes, No. 6, 1885. 

9. Schmiegelow, Rev. mens de Laryng. d'Otolog., &c., Nos. 8 and 9, 1S85. 

10. Barcilay, De l’epithilioma des fosses nasales et de son traitement chirurgical 

Thise, 8 Mai, 1885, Paris, A. Parent. 

11. Philisse, Journal des scienc Med. de Lille. Aug. 20, 18S6. 

12. Duret, Journal des scienc Mid. de Lille, July 2,1SS7. 

13. Pian, Des Affect de IaCloison des Fosses Nasales, Casabianca, Paris, 1876. 

14. Verneuil, Bonheben, De l’Extirpadon de la Glande et des Ganglions sous- 

maxillaires, Paris, 1873. 

15. Palletta, Excercitat Pathol. Mediolani, 1S20, n. 1. 

16. Gerdy, Traitee des Polypes, Paris, 1S33. 

17. Newmann, CEstcrr Zeitschr. I. prackt., Heilk, 1858, iv, 17. 

18. Ricard, Pluralite des Nioplasmes, Paris 

Sarcomata of the Nasal Foss*. 

1. Major, Montreal Med. Chir. Soc., Nov. 16,18SS. 

2. Routier, Rev. Chir., January, 1SS7. 

3. Calmettes, An >. des Mai. du Larynx, March, 1887. 

4. Heymann, Semon's Intern. Centralb. f. Laryng., v, 363. 

5. A d’Antona, Revista Clin.di Napoli, February, 1SS8. 

6. G. Ficato, Gaz. digli ospitali, Feb. S, 188S. 

7. Bacon, Jour. Amer. Medical Assoc., March 14, 188S. 

8. Jeanselme, Annales des Malad. de l’Oreille, &c., No. 5, 1884. 

9. Lincoln, New York Med. Jour, 1SS5, voL xlii, 406. 

10. Schmiegelow, Rev. mens. Laryng., &c., Nos. S and 9, 1885. 

XI. Fowler, Lancet, Nov. 28, 1SS5. 

12. Moure, Revue mens, de Laryng., 18S6. 

13. Higgens, Guy’s Hospital Report, 18S6, p. 91. 

14. Loumeau, Soc. de Mid., Bordeaux, April 1, 1SS7. 



20 


DAVID NEWMAN. 


15. Weir, New York Med. Jour., 1SS7, 282. 

16. Bosworth, New York Med. Record, Vol. xxvii, 62. 

17. Terrier, Ann. des Mai. de l’Oreille, &c., 1884, x, 279. 

18. Butlin, St. Barth. Hospital Report, 1883,147. 

19* Duplay, Trait 6 Element de Path. Exteme, Tom. iii, p. 846. 

20. Duplay, Traitd Element de Path. Externe, Paris, 1869. 

21. Fayrer, Medical Times, July, 1868. 

22- Viennois, Lyon Medical, 1872, No. 18. 

23- Mason, Medical Times, May, 1875. 

24. Grynfeldt, Montpellier Medical, 1876. 

25. Hopmann, Virchow’s Archiv., Bd. xciii, p. 213. 

26. Weber, Pitha. and Billroth, Handbuch der Allg. u. Spec. Chir., iii, p. 291. 

27. Ollier, Soc. de Chirurgie, May, 18S9. 

28. Ricard, Plurality des N6oplasmes, Paris. 

29. Schaeffer, Deutsche Med. Woch., No. 3, 1SS2. 



